It is a decade since Professors David Milner and Richard Beard produced data to show that 39% of babies born at 25 weeks' gestation and 16% of those born at 24 weeks' gestation were surviving in the major neonatal intensive care units (NICUs) in Britain.'
Translated into birth weight, this and other contemporaneous data suggested that at least 20-30% of babies weighing 600-800 g were surviving (V Y H Yu, unpublished data). 2 3 With survival figures like that it was doubtful, even in 1982, whether the title of this article was a justifiable question. With the considerable improvements in neonatal care in the subsequent decade, I hope to show that such a question is now totally unacceptable.
In the past 12 months several papers have been published adding strength to this view as they address not only the number of babies surviving at different birth weights and gestations, but also give data on the neurological sequelae in those who survive.
Survival
Alberman and Botting gave very low birthweight survival figures by 100 g cohort between 1983 and 1987, and I am very grateful to them for providing me with an update on their data for 1988 and 1989. 4 The great merit of their data is that it is national data for the whole of England and Wales. Table 1 shows that between 1983 and 1989 the number of babies registered, weighing less than 800 g, had increased, though this number may now be levelling off. The cause of the increase is a matter of speculation: it may be that, rather than being recorded as abortions, they have been recognised as live births and treated as such. It may also be that obstetricians, increasingly responsive to the skills of neonatologists, are delivering electively more and more extremely preterm babies. Not only are more of these babies being delivered, but more of them are Total   1983  154  234  309  697  1984  152  253  332  737  1985  147  304  361  812  1986  178  336  400  914  1987  198  324  412  934  1988  178  361  414  953   1989  172  313  438  923 Data of Alberman and Botting4 and personal communication. Figure 1 Average survival at different birth weights from the data of Hack et al. 7 The bars represent the range of survival at different birth weights in the units contributing to the study. they show a marked increase in the absolute number of ELBW babies in recent years and a steady decline in mortality with, in 1988, over 30% survival at 600-699 g and 50% at 700-799 g. Only 10% survived at 500-599 g, the only birthweight cohort in which there has been no significant improvement in the Swedish survival rate in the last five years.
In another important study, Hack et al looked at ELBW survival in the seven NICUs which comprise the National Institute of Child Health and the Human Development Intensive Care Network in the USA. 7 The defect of their paper compared with those of Alberman and Botting,4 Kitchen et al,5 and Ericson et al,6 which look at geographically defined areas, is that the American study just looked at the inpatient population of level 3 neonatal units, a notoriously unrepresentative sample. Nevertheless the merit of their paper compared with the others is that they gave a range of survival at different birth weights and gestations within their units, and also gave data by gestation. Figure 1 shows their data for birth weight. The overall figures are not dissimilar to the overall data for England and Wales in 1989 (table 2) , though in general they are 5-15% (that is, 50-150/1000 live births better). More interesting is the fact that some units have very good survival-up to 40% at 501-600 g and 75% at 701-800 g. These better figures are similar to our own (ungeographical!) results from the level 3 NICU in Cambridge.8 Precisely what causes this variation in survival rate is not clear from their paper, though they do report wide differences in the incidence of several major complications of neonatal intensive care between units, and furthermore, where North America is concerned, there is considerable data to show that low birthweight black babies do better than white ones. 9 More interesting in the data of Hack et al,7 is the analysis by gestation (fig 2) . The open columns show that they are recording significant survival at 23 weeks, and even some survival at gestations of 22 Gestation (weeks) Figure 2 Survival by gestation in the data of Hack et al. 7 The bars represent the range ofsurvival at different gestations at the units contributing to the study. fig 3) shows that with their increased survival, the absolute number of children with cerebral palsy and blindness has also increased, but the proportion of survivors with these unfortunate sequelae has been reduced.15 This is shown in graphic form in fig 3 for birth weights less than 800 g. These data are compatible with much of what has been published in the last decade that show that, in general, for babies less than 1500 g between 10-20% of all survivors have some disability on long term follow up with slightly fewer than half having severe problems.'6 What all studies do show, however, is that neonatal intensive care does increase the numbers of survivors and reduce the number of deaths, but has had little impact on the 10-20% of all live births at these gestations who end up with disabilities. The most encouraging feature of the Victorian data is, therefore, that it shows that with the improved survival as a result of more aggressive application of intensive care, there has been a reduction in the proportion of handicapped babies, and most important of all there has been a very large increase in the neurologically normal survivors.
In another population based survey in Ontario, Canada, Saigal et al'7 showed that babies weighing less than 1000 g had a similar incidence of severe neurological handicap to that reported from Victoria.'5 They also found the mean developmental quotient of their patients was about 10 points below the control term population but that this effect was most dramatic in babies from socioeconomic class 5, confirming much from the original studies from Hammersmith 20 years ago. '8 The third recent population based study, a British one with a high level of ascertainment,'9 also showed that the majority of babies surviving at gestations less than 28 weeks were neurologically intact.
As with all data there are different ways of interpreting it. In fig 3 I the ephemeral end point of absolute limitation of resources has yet been reached, or is even remotely in sight!
In the new and increasingly unpleasant health service in which we practice, we are forced to come to terms with the fact that we will have to fight for even the most basic and clearly required services; there will be no place for those who are not prepared to fight their corner and to do so vigorously and at the highest levels.
I hope the data in this paper makes it clear to those representing paediatricians within the corridors of power, be they from an association, a college, or merely the humble hard working executive of the British Association of Perinatal Medicine, that they have no alternative now but to insist that we are provided with adequate funds to look after babies between 500 and 800 g who clearly have an excellent chance of neurologically intact survival, and for whom we have a clinical, moral, and indeed legal responsibility. This paper is based on a presentation to a plenary session at the British Paediatric Association annual meeting University of Warwick, April 1992.
